Mechanical obstruction of the gastrointestinal tract is one of the most common causes of the emergency surgical intervention. A rare cause of such condition might be the effect of the external pressure on the intestine exerted by i. e. tumor, lymph node package, aneurysm of the abdominal aorta. An extremely rare cause is the pressure of the large loose mass located in the peritoneal cavity called "loose body". We present a case of the mechanical bowel obstruction caused by a giant loose autoamputated leiomyoma of the uterus lying free in the peritoneal cavity. According to our best knowledge it is the largest described loose body in the literature. Moreover, we present a literature review regarding this issue.
Diagnostics of the acute abdominal conditions remain a big challenge for clinicians despite the enormous development in the field of medicine. One of the most common emergency intervention concerning abdomen comprises intestinal obstruction. There are many causes that may lead to this condition, such as neoplasm, volvulus, strangulated hernia. An obstruction may also be an effect of the external pressure on the intestine exerted by i. e. tumor, adhesions (1) or in rare cases by free abdominal bodies.
CASE REPORT
We present a case of 70-year-old patient with the mechanical bowel obstruction caused by a big loose autoamputated leiomyoma of the uterus presenting in the peritoneal cavity. At the time of admission her general condition was severe, she was on the verge of the cardiovascular and respiratory insufficiency. She presented with a two weeks history of the aggravating symptoms of bowel obstruction without any medical consult. The patient had two myocardial infarctions and long-term rheumatoid arthritis in the past medical history. On examination, abdominal distension with muscle guarding and rebound tenderness. The abdominal X-ray revealed fluid levels in the intestines and free intra-abdominal air under the diaphragm. In the ultrasound of the abdomen free fluid in the perisplenic space and between intestinal loops as well as multiple myomas in the uterus were detected. Performed laboratory tests revealed increased CRP level (311 mg/L) with WBC within normal range (8.2 thousands/µl).
After the necessary preparation the patient was qualified to exploratory laparotomy. The peritoneal cavity was opened with median incision extending from the xiphoid cartilage to ten centimetres below the umbilicus. Ap-proximately 3 litters of purulent fluid was sucked off and swab samples for microbiological environmental testing were collected. Control of abdominal cavity organs revealed perforation in the prepyloric part of the stomach, 2 cm in the diameter, as well as the automaputated tumor with dimensions 20 x 10 cm in the vicinity of the uterus, exerting pressure on the sigmoid colon and causing mechanical obstruction. A partial rupture of transverse colon and symptoms of critical ischemia of the cecum were also detected. Due to the above-mentioned discoveries a total colectomy with end ileostomy was performed. Subsequently, gastric wedge resection with ulceration removal was performed. The stomach wall was sutured using Heineke-Mikulicz method. The specimen from the procedure was sent for histopatological examination. Due to the severe general condition the patient was postoperatively transferred to the Intensive Care Unit for the further treatment. The tumor causing the obstruction proved to be an autoamputated leiomyoma of the uterus ( fig. 1, 2 ). The patient's general condition was constantly deteriorating and eventually the patient died presentig the symptoms of multiorgan disfunction syndrome.
DISCUSSION
Free bodies in the peritoneal cavity were first mentioned by Littere and Virchov at the turn of the 19 th century (2) . Precise definitions emerged though in the middle of 20 th century and free body in the peritoneal cavity was defined as white object with lamellar structure and yellow core in the cross-section (3). Ultrastructurally, its core comprise necrotic remains of adipose tissue and peripheral parts consist of calcificated tissue (2) . Small free bodies, less than 2 cm in diameter, are very common accidental findings during laparotomy performed due to the other indications, in radiological examinations or during autopsy. The most of free bodies is considered to form as an effect of necrotic and calcification processes of epiploic appendices, that separated from the colon due to the twisting of their peduncules or local ischemia (4, 5) . Similar structures may also create in cases of detached lipomas or pedunculated leiomyomas of the uterus, that underwent necrosis due to the torsion or surgical intervention such as leiomyoma embolization. In the literature there is a case report, in which a free body comprised adnexa of uterus, that have twisted in the patient's childhood and were accidentally discovered thirty years later as a typical calicificated free body (6) . Small free bodies usually remain asymptomatic and do not demand any surgical intervention (4, 7). Whereas big free bodies more than 5 cm in diameter are a very rare finding but they may be symptomatic. The largest loose bodies described in the literature are presented in Table 1 . Most commonly they are situated in rectovesical pouch in men and rectouterine pouch in women, which is explained by law of gravity (2) . Generally, they remain asymptomatic for a long time, they may though cause discomfort in the abdomen, chronic pain and even obstruction if a free body exerts external pressure on 343 Autoamputated leiomyoma of the uterus as a rare cause of the mechanical bowel obstruction the intestine (2, 8) , such as in the case reported in this paperwork. Then a typical bowel obstruction develops. Similar situation occurs when the pressure is exerted on ureter and it causes urine retention in the renal pelvis leading to hydronephrosis (9) .
In case of asymptomatic free bodies it is crucial to differentiate them from neoplasms originating from gastrointestinal tract, female reproductive system or urinary system (7). Distinctive feature of free bodies in the computed tomography is lack of enhancement after the contrast application. In magnetic resonance imaging a free body is a hypointense lesion in T1 and T2 sequences (4, 10). It may be helpful for differentiation between free body and neoplasm to observe changes in its location depending on patient's body position (5, 11) . Important is to remember that the migration of such object may be substantially impeded by the adhesions or abdominal organs in the vicinity.
The calcification is a slow process and consecutive layers may also consist of exfoliated epithelial cells originating from the organs in the peritoneal cavity, as well as peritoneal fluid bonded on the surface of free body (10). According to our best knowledge, as far there is only one reported case of free body detected during routine examination and being under observation for several years. The patient did not gave consent for surgical removal of the object, which stayed asymptomatic for few years. Eventually, the patient returned to the same hospital due to the aggravating abdominal pain in the left lower quadrant. Computed tomography revealed enlargement of free body from 7,3x7 cm to 9,5x7,5 cm. Laparotomy was performed and the object was removed (4) .
In the case of our patient more sophisticated imaging examinations were not performed due to the symptoms of diffuse peritonitis and the necessity of urgent surgical intervention. Intraoperatively, typical mechanical obstruction caused by an external pressure was observed.
Removed myoma did not have a classic appearance of free body, namely whitish calcificated peripheral parts and yellowish core often compared to a boiled egg. The tumor had cohesive consistency and was covered with fibrin. Probably, its isolation from the uterine wall happened not long before the onset of symptoms, which hindered the processes of necrosis, calcification and saponification. According to our best knowledge, the above-described case is the largest free body found in the peritoneal cavity as far. Its dimensions (20x10 cm) considerably exceed the size of hitherto reported cases (so far the biggest had approx. 9x9 cm) (4, 5) . However, the process of transformation of the detached fragment of tissue causing a formation of free body is not entirely known. Therefore, it is hard to determine its final size after all these alterations. The concern about detached myomas needs to be particularly emphasized with the regard to the increasing popularity of uterine myomas embolisation procedure. A common consequence is so-called postembolization syndrome, which is a result of local ischemia of the tissues (12) . Its manifestation comprises fever and local pain of the operation site. Usually the symptoms subside spontaneously after 2-3 days (13, 14). It is though possible that in some specific cases a large myoma may detach from the uterus following the ischemia of its peduncle. Such situation may lead to the clinical manifestation described in our patient's case.
CONCLUSIONS
Free body in the peritoneal cavity, especially large ones, are rarely a substantial clinical problem and they remain asymptomatic. Surgical removal of such object is recommended only if they are symptomatic or when it is not possible to differentiate the finding from a neoplasm. In the justified cases of presumable free body in the peritoneal cavity the laparoscopic approach is suggested. It is crucial to remember that such a big structure may cause a mechanical obstruction and it should be taken into consideration in such conditions.
